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Respiratoiy
distress
'Signe des
attitudes'
Pain
 with rising temperature and pulse-rate, and sometimes with severe pain
in the sternal region. The clinical picture next in order of frequency is
the child or adult, ill with pneumonia, whose temperature begins to
swing after the fifth or sixth day, in association with increasing toxaemia
and delirium, pericardial friction becoming audible over the precordial
area. In other instances the patient has within the previous week
or ten days suffered from tonsillitis or other infection; he has perhaps
hurried his convalescence against medical advice and has been seized
with increasing respiratory distress, signs of congestive failure appearing
later. I have elsewhere (1935) described the clinical features of acute
pericardial disease; they may be grouped under symptoms and signs
as follows.
(a) Symptoms
Some respiratory distress is present in most patients with dry peri-
carditis, and in all with pericardial effusions. Often the onset is painless,
and with the development of effusion the respiratory distress increases
rapidly to the stage of orthopnoea. This distress is brought about by
compression of the heart and by limitation of free expansion of the
lungs. When it is remembered that pericardial effusion may also
embarrass respiration by the associated effusions in the pleurae, by
pressure upon the left bronchus, and by obstruction of the venous
return, the rapid evolution of the malady is readily understood. Acute
pericardial disease constitutes one of the most dramatic forms of heart
disease. The patient presents an aspect of acute distress, the ordinary
orthopnoeic posture sometimes developing into a forward drooping of
the head and thorax. In its extreme form even the genu-pectoral posture
may be reached; this manifestation has been described by Blechmann
as the *signe des attitudes*.
Respiratory distress in pericardial effusion may take another form, in
which the respirations synchronize with the heart-beats.
A boy of sixteen, who had been attending Charing Cross Hospital as an
out-patient on account of chronic rheumatic valvular disease, was admitted
in acute respiratory distress. Pericardial friction was present, and for three
days the respiration rate was 84 per minute, the same as the heart-rate.
This patient showed a typical attitude, lying propped up on the right side
with the body bent forwards and the head on a pillow close to the knees.
Subsequent necropsy confirmed the diagnosis of acute pericardial inflamma-
tion with effusion.
When pain is the cardinal feature of the onset it occurs generally in
the sternal or parasternal regions. The complaint of acute pain ia the
chest by a patient under forty years of age should raise the suspicion
of acute pericarditis. Not uncommonly the pain is in some measure
related to respiration and is aggravated by a full breath. Occasionally
the pain may closely simulate a severe anginal attack. The relation
of the pain to respiration and its occasional reference to the shoulder
and upper quadrant of the abdomen suggest that involvement of the
pleura and diaphragm is concerned in its production.

